Attachment: 334-04-DD

EMPLOYEE ACKNOWLEDGMENT OF DDS™
DRUG AND ALCOHOL TESTING POLIC”

EMPLOYEE NAME:

SOCIAL SECURITY NUMBER: -
WORK LOCATION (CENTRAL OFFICE/DISTRIC "Y“GIONAL
CENTER:

My signature indicates that I have received a copy of this read and/or’ 1 briefed
by 1 understanc. ~. D lnentof
Disabilities and Special Needs Drug an o “ng Policy.

I understand that any violation of this | licy will be grc ‘or immedia. iplinary

action up to and including dismis=

Employee Signature Date

DDSN Represe: Date



